What this paper adds?
• • While there have been studies investigating the constructs of sympathy, empathy, and compassion independently, to date no known studies have analyzed the three constructs using direct patient accounts. • • The study identifies the key elements of each construct from the perspective of patients, including unique definitions.
• • While sympathy was considered largely unhelpful, empathy and compassion were received positively by patients, with most patients preferring compassion's orientation toward action-and virtue-based motivators.
Implications for practice, theory, or policy • • Understanding patients' perspectives on the similarities, differences, and preferences between sympathy, empathy, and compassion can guide patient-oriented research and optimize evidence-based, patient-centered care.
• • This study provides conceptual clarity for healthcare policy and system reform related to enhancing compassionate healthcare systems from the perspective of the individuals these systems serve.
Background
Healthcare today is paying a great deal of attention to patient-reported outcomes and person-centered care delivery. 1, 2 Clinicians, policymakers, patients, and their families are calling for healthcare providers to move beyond the delivery of services and to more explicitly consider the preferences, needs, and values of the persons receiving these services. [3] [4] [5] [6] Within this discussion, the constructs "empathy," "sympathy," and "compassion" are important principles within these models of care. But what exactly do these three constructs mean within the context of healthcare delivery? How should healthcare providers and researchers define, differentiate, and integrate them into practice? And, more importantly, how do patients understand and experience these constructs within the delivery of their healthcare? The aim of this study was to investigate advanced cancer patients' perspectives, understandings, experiences, and preferences of "sympathy," "empathy," and "compassion" in order to develop conceptual clarity for future research and to inform clinical practice. Understanding the similarities and differences between these constructs can provide conceptual clarity in a field of research that often utilizes these terms interchangeably, thereby guiding healthcare policy and practice efforts to provide evidence-based, patient-centered care. Sympathy, empathy, and compassion are closely related terms. They are often used interchangeably within healthcare policy, delivery, and research in describing some of the human qualities that patients desire in their healthcare providers. [7] [8] [9] [10] But what specifically do these terms mean, how are they related to one another, and what are patients' perceptions and preferences toward each of them? A scoping review of the literature 11 revealed that, while considerable scholarly activity has been conducted to distinguish between these constructs, [12] [13] [14] [15] [16] there is a lack of empirical research informing this topic. While addressing this gap is important throughout all of healthcare, it is perhaps most important within palliative care, where relief of suffering and providing compassion in patients with advanced illness are explicit goals of care. 17, 18 Sympathy has been defined in the healthcare literature as an emotional reaction of pity toward the misfortune of another, especially those who are perceived as suffering unfairly. 16, 19 In contrast, empathy has been defined as an ability to understand and accurately acknowledge the feelings of another, leading to an attuned response from the observer. 16, 20, 21 In general, researchers identify two types of empathy: cognitive empathy (detached acknowledgment and understanding of a distressing situation based on a sense of duty) and affective empathy, which while containing each of the elements of cognitive empathy, extends to an acknowledgment and understanding of a person's situation by "feeling with" the person. 16, 22 Neurological studies have reported that witnessing a person in suffering activates neural pain pathways in the brain of the empathizer. 22 Studies investigating empathy from the perspective of healthcare providers have identified a troubling trendthe erosion of empathy over the course of healthcare education and clinical practice. [23] [24] [25] Etymologically, "compassion" means to "suffer with" 26 and has been defined as "a deep awareness of the suffering of another coupled with the wish to relieve it." 27 Our previously published grounded theory study of patient perspectives of compassion, defined compassion as "a virtuous response that seeks to address the suffering and needs of a person through relational understanding and action." 28 Compassion seems to differ from sympathy and empathy in its proactive approach, the selfless role of the responder, and its virtuous motivators aimed at ameliorating suffering. Gilbert and Choden 29 discuss the relationship between these three constructs from a Buddhist perspective, conceptualizing sympathy as an emotional reaction, without conscious thought and reflection. Empathy is understood as a more complex interpersonal construct that involves awareness and intuition, while compassion is defined as "a way to develop the kindness, support, and encouragement to promote the courage we need-to take the actions we need-in order to promote the flourishing and well-being of ourselves and others" (p. 98). According to Way and Tracy, 30 compassion is marked by the following three elements: recognizing suffering, relating to people in their suffering, and reacting to suffering. While there have been studies conducted on the nature of compassion from the perspective of healthcare providers, we could locate only two studies that included a patient cohort. 31, 32 What is certain in the healthcare literature and policy is that patients' desire increased compassion within healthcare. [33] [34] [35] [36] [37] [38] Furthermore, research has indicated that compassion and empathetic care are ways of improving patient-reported outcomes and patient satisfaction. 16 While there have been individual studies on sympathy, empathy, and compassion in a clinical setting, to date no studies have analyzed the three constructs using direct patient reports. To address that gap in the literature, we conducted a secondary analysis of data subset from a larger grounded theory study on the construct of compassion, 28 which focused on palliative cancer patients' understandings, experiences, and preferences of the constructs of sympathy, empathy, and compassion.
Methods

Study population
Prior to developing the larger study protocol, the research team conducted a review of the literature which revealed a significant research gap related to the relationship between sympathy, empathy, and compassion. As a result of this review, the research team decided, at a protocol development meeting, to add additional questions to the interview guide in order to collect data and conduct a secondary analysis on this related field of inquiry (Box 1). The research protocol was approved by the University of Calgary Conjoint Health Research Ethics Board (E-24268). All participants provided signed informed consent to participate in the qualitative interviews, after receiving information on the study and after all participant questions were answered. Participants were eligible for the study if they were at least 18 years of age, able to read and speak English, had a terminal cancer diagnosis and a life expectancy of less than 6 months, did not demonstrate evidence of cognitive impairment, and were able to provide written informed consent. Patients were excluded from the study if they were cognitively impaired or too ill to participate in the study as determined by their palliative care team. Patients meeting the inclusion criteria were first informed of the study by a member of the palliative care team and if interested, were then contacted by a member of the research team.
Participant recruitment occurred from May through December, 2013. Members of the palliative care team initially approached patients on an individual basis to gauge interest; a total of 151 patients were referred to the study nurse. Of those expressing initial interest, 25 were too ill to participate and were ineligible to participate. Among the 126 participants, 48 were not interested in participating, 5 were discharged, and 18 died prior to the scheduled interview. Two participants were not included in the results, as one was transferred to hospice before the interview could be completed, and the other was excluded due to audio recorder difficulties. A final sample of 53 patients was needed to obtain data saturation.
Data collection
Data were collected through semi-structured, individual interviews (Box 1) and a demographic questionnaire ( participated in the data analysis. Interviews, averaging 1 h in length, were audio recorded and transcribed verbatim.
Data analysis
Interview data related to patients' understandings of the constructs and relationship between sympathy, empathy, and compassion were analyzed in accordance with the three stages and principles of Straussian grounded theory (open, axial, and selective coding), using the constant comparative method, 39, 40 alongside data within a larger study aimed at conceptualizing, codifying, and constructing a patientinformed empirical model of compassion (Figure 1 ), described in detail elsewhere. 28 Our original rationale for conducting a secondary analysis on the relationship between these three constructs was further validated in the analysis process, as our large qualitative sample (n = 53) generated considerable substantive data warranting a separate report which was beyond the scope of the compassion model. 28 The three stages of Straussian grounded theory analysis generated codes, themes, and categories related to the constructs of interest which were further analyzed by members of the research team (S.S., T.H., S.M., S.R., and K.B.). The purpose of this secondary analysis was to gain conceptual clarity, codify the key elements of each construct, determine their relationship to one another, and identify the gaps leading which are outlined (Table 3 ) and illustrated ( Figure 2 ). The reported results of this study were in accordance with and met each of the consolidated criteria for reporting qualitative studies (consolidated criteria for reporting qualitative research (COREQ)).
Results
After the data had been coded and analyzed, the three constructs of sympathy, empathy and compassion generated several themes (Table 2) . While patients distinguished and preferred compassion to empathy, they also identified overlapping features. In contrast, patients identified sympathy as a largely distinct and unhelpful construct based on pity and a lack of understanding (Table 3 ).
Sympathy
Most participants described sympathy as an unwanted and misguided pity-based response that was easily given and seemed to focus more on alleviating the observer's distress toward patient suffering, rather than the distress of the patient. After comparing and contrasting individual patient responses, the following definition of sympathy emerged: a pity-based response to a distressing situation that is characterized by a lack of relational understanding and the self-preservation of the observer.
An unwanted pity-based response. Participants repeatedly described sympathy as a pity-based response that was unwelcomed and in some incidences despised by patients.
Patients acknowledged that expressions of sympathy could be well-intended on the part of acquaintances and healthcare providers. Ultimately, however, they were experienced as being misguided and, ironically, had a largely detrimental effect on patient well-being. Specifically, patients felt that sympathy left them feeling demoralized, depressed, and feeling sorry for themselves: I do not want sympathy in any way, shape or form … I don't have any room to rent out to that space and I've said it many, many times to those who come and visit me and those who want to come and visit me. Don't come and look like this is going to be the last time you're going to see me because it's not. To feel sorry for me … that is wasted energy. (Patient 5) I prefer, you know, compassion is okay, but sympathy, I'm not really fond of because it might put me into a feeling sorry for myself mode. … too much sympathy, you don't want that because that doesn't boost you so I think compassion is, and empathy and compassion are the important things, but I find it's got me down if anybody is too sympathetic, you know, it makes you cry, (Patient 4)
A shallow and superficial emotion based on self-preservation. In comparing sympathy, empathy, and compassion, "Help me to understand your situation" "I get the sense that you are feeling …" "I feel your sadness" "I know you are suffering, but there are things I can do to help it be better?" "What can I do to improve your situation?" participants agreed that sympathy was the easiest of the three responses for observers to give away. Participants felt this was due largely to sympathy being a shallow and superficial emotion that was typically exhibited by individuals who wished to remain distant from the patient's situation. While sympathy often involved thoughtful words or gestures, it was described by patients as disingenuous, depersonalized, and emotionally distant and detached from the person in suffering. Many participants expressed that the detached nature of sympathy was a visceral reaction that was primarily concerned about the self-preservation of the observer, rather than an attempt to understand the person in need or a desire to alleviate suffering:
Sympathy is very easy, it's an emotion, probably one of the easiest emotions to fake. I hate sympathy! (Patient 40)
If you're thinking of looking for sympathy, you'll find it between shit and syphilis in the dictionary. (Patient 34) I hate sympathy, it feels shallow, it feels like, "Oh I'm so sorry you're going through this," and it doesn't feel genuine to me.
(Patient 7)
An unhelpful and misguided reaction to suffering. Patients' dislike of sympathy was not merely due to its pity-based motivators and associated superficial responses but its lack of utility in relieving patient suffering. Although participants felt that sympathy was rooted in emotional distancing, it was not necessarily a passive state as it could equally invoke a demonstrative reaction on the part of the responder, leaving patients feeling overwhelmed by sympathetic phone calls, a flood of get-well cards, and other emotionally laden, energetic expressions of concern by others. Unlike empathy, and especially compassion, sympathy was short-lived and dissipated shortly after its initial expression. Participants experienced sympathy as not understanding their own individualized needs, but rather as a reaction intended to serve the needs of the observer. Therefore, it ultimately was not meaningful and was ineffective in meeting patient needs:
Sympathy is, it's like flattery, it sounds pretty but it goes nowhere and it does nothing. (Patient 51)
Sympathy, I think is you're feeling sorry for that person. I don't want somebody to feel sorry for me, I want you to help me. (Patient 48)
When I was first diagnosed. I got all kinds of sympathy cards, you know well wishes from people, and you know people phoning that you haven't heard from for years and things like that. That's sympathy … because you know they phone you know, wish you well and I haven't heard from them since.
(Patient 13)
Empathy
Patients had a much more positive response to empathy than to sympathy. They described empathy as a more emotionally engaged process, whereby individuals attempted to attune to the emotions of the patient through acknowledgment of suffering. Patients experienced this as a warm, gentle attempt to understand their emotional state. Whereas patients described sympathy as a self-motivated, emotional reaction to someone else's suffering based on a lack of understanding of the person's needs, empathy was an affective response that acknowledges and attempts to understand an individual's suffering through emotional resonance.
Engaging suffering. An essential and distinguishing feature of empathy was the proximity of the responder in relation to the suffering of the patient. Unlike sympathy, which involved individuals emotionally distancing themselves from suffering by avoidance or by an overly demonstrative and misguided reaction, empathy required the individual to approach the patient's suffering, in a vulnerable manner:
Empathy enters into another's suffering … it's just the ability to be there. (Patient 8) Connecting to and understanding the person. Patients identified empathetic individuals as not only engaging suffering but also personally connecting to patients, in ways that sympathetic individuals were incapable or unwilling to do. What was deficient in sympathy but intrinsic to empathy was the notion of understanding. According to patients, a personal connection allowed the empathizer to develop a deeper understanding of the person and their individualized suffering, thereby allowing the empathizer to address patient issues in a more effective and personalized manner:
That's because empathy is, for me, empathy is that personal connection … whereas sympathy doesn't have to be personalized, it can be, it can just be, you know it's just all those comments, my thoughts are with you, blah, blah, blah, all that kind of stuff, but empathy is where you're actually connecting with the person. 
Compassion
Compassion was identified as the preferred care medium by patients, enhancing the key aspects of engaging suffering, understanding the person and emotional resonance contained within empathy, while adding defining qualities of being motivated by love, the altruistic role of the responder, action, and small but supererogatory acts of kindness. The definition of compassion that emerged from the data was a virtuous response that seeks to address the suffering and needs of a person through relational understanding and action.
Motivated by love.
Patients recognized compassion as an affective response to suffering, motivated within the virtues of the individual responders. While patients identified virtues such as kindness, genuineness, and honesty as the sources of a compassionate response, love was the most frequently cited virtue distinguishing compassion from sympathy and empathy. Patients described compassionate love as non-conditional, independent of patient behavior, relatedness, and deservedness, and not being contingent on the responder's own emotional state during the clinical encounter: The altruistic role of the responder. A related theme that emerged prominently from the interview data was the ability of compassionate responders to put aside their needs to meet the needs of the patient. Whereas sympathy involved a focus on the needs of the observer and empathy involved responders being attuned to the needs of the patient, compassion involved responders using themselves as an instrument in the relief of suffering. Patients felt that the selfless Action oriented. Compassion, in contrast to both sympathy and empathy, was described by participants as action oriented, aimed at ameliorating suffering. While both compassion and empathy acknowledge and attempt to understand the needs of a person in suffering, empathy was solely a responsive state, while compassion added a proactive element that aimed to augment shared suffering with actionfeeling for and doing for. In contrast to empathy where emotional resonance is an end point, emotional resonance in relation to compassion was a catalyst to a deeper emotional and physical response that aimed to improve the situation:
Compassion is actions … sympathy are thoughts and well wishes. (Patient 14) I think empathy is more of a feeling thing where you're aware of somebody's suffering, and compassion is when you act on that knowledge. (Patient 23) Sympathy are words and you know, "jeez I hope you feel better" and "it's terrible you got this" and compassion is running over and getting a barf bag. (Patient 13) Small supererogatory acts of kindness. Whereas sympathy was often expressed demonstratively, whether through grandiose gestures of care or over-expressions of emotion, compassion was often conveyed by subtle acts of kindness that often fell outside of routine care. Patients described these supererogatory acts in metaphorical language of "going above and beyond" or "going the extra mile." It was in small acts of kindness, particularly acts that were not duty based, non-remunerated, and not part of the job description, where patients felt that the true intentions and nature of their healthcare provider was made plainly evident. The impact that patients ascribed to these small supererogatory acts was immense-it relieved their suffering, enhanced their sense of well-being, and positively influenced their perceptions of the quality of care they received from their healthcare providers:
Well because they put themselves out, they're doing it uh that extra little bit that you don't normally get Putting your arm around the shoulder and just letting them know that, "I'm here," be it big or little, it doesn't matter … (Patient 5)
Discussion
Patients living with an incurable illness are uniquely positioned to provide insights into the constructs of compassion, empathy, and sympathy (Table 3 ). They often have extensive experience with the healthcare system and in their most vulnerable moments, are in the hands of, and at the mercy of, a healthcare system and its ability to respond to their suffering.
Sympathy
In this study, patients distinguished between the constructs of "sympathy," "empathy," and "compassion" (Table 3 and Figure 2 ). While patients acknowledged considerable overlap between empathy and compassion, they were unequivocal in identifying sympathy as a distinct and unhelpful reaction to patients' suffering. Sympathy was described as a superficial acknowledgment of suffering, invoking a pity-based response that failed to sufficiently acknowledge the person who was suffering. Hence, sympathy appears to be a coping strategy that individuals invoke when exposed to situational suffering that they feel unable or inadequate to address.
Empathy
In contrast, empathy and compassion were welcomed and valued by patients. Patients felt that empathy and compassion share attributes of acknowledging, understanding, and resonating emotionally with a person who is suffering. Compassion also added distinct features: action, supererogatory acts, virtuous motivators, and unconditional love, with compassionate responders functioning in an instrumental fashion in the amelioration of suffering (Table 3 and Figure 2 ). These results are consistent with studies focused on healthcare providers' conceptualizations of compassion as an intensification of both cognitive and affective empathy coupled with the addition of action 30, 41 aimed at the alleviation of suffering. 16, 30, 41 Compassion Neuroplasticity research is beginning to offer important insights on the human experiences of empathy and compassion. One study found differences in brain activation in participants who engaged in contemplative exercises focused on enhancing empathy (resonating with another person's suffering) compared to participants who meditated on compassionate thoughts (extending caring feelings to others). 42 Whereas conjuring empathic thoughts produced a negative effect in participants activating regions of the brain associated with aversion, compassionate feelings produced a positive effect, activating regions of the brain associated with reward, love, and affiliation. Taken together, these findings suggest that compassion may not only be better for patients but also for their healthcare providers, requiring a reconceptualization of the notion of compassion fatigue as empathetic distress. 42, 43 
Motivators and antecedents
From the perspective of patients, compassion, sympathy, and empathy had distinct motivators (Table 3 ). Patients perceived sympathy as being motivated by pity, ego, and obligation, leading to an avoidant or over-reactive response. Empathy was motivated by the affective state of the healthcare provider toward the patient and a sense of duty. Compassion differed from empathy, finding its motivation in the inherent virtues of individuals, particularly unconditional love, generating a virtuous response and culminating in action aimed at the amelioration of suffering. 28 The virtue-based motivators of compassion mean that relative to empathy, compassion is less dependent on a sense of duty, less dependent on the emotional state of the observer, and, as has been confirmed by other studies, is less influenced by the perceived relatedness and deservedness of the patient. 28, [44] [45] [46] In contrast, although patients felt that compassion engendered relationship, they did not feel it was contingent on relationship, but rather the unconditional acceptance of the patient, even when the patient was at their worse. 28, 30, 47 
Implications and limitations
Results of this study shed light on different responses healthcare providers may manifest in response to suffering (Table  3 and Figure 2 ). While participants believed that sympathy positioned individuals as "outsiders" in the clinical encounter, compassion and empathy placed the responders in a more vulnerable position alongside (empathy) and within suffering (compassion). Patient accounts of this important difference often used metaphorical language related to responders putting themselves in the patient's shoes-to situate themselves in close proximity to suffering. In addition to this notion of orienting to the patients' perspective, a number of patients expanded this metaphor in reference to compassion, which they felt also involved "walking a mile in a person's shoes," implying a long-standing commitment to the patient over time, regardless of the actual or anticipated duration of the clinical relationship. A final difference related to the role of compassionate carers was the altruistic and instrumental functions they played in ameliorating suffering. These findings align with other studies that reported that compassionate individuals used self-effacement to meet the needs of another person, 48, 49 often through small, yet impactful supererogatory acts. 8, 31, 50 These results highlight the importance of research that examines healthcare providers' perspectives and experiences, including how their responses to suffering might impact their personal and professional lives. Our study comparing and contrasting patients' experiences of sympathy, empathy, and compassion addresses an important gap in the literature. One of the most compelling findings of this study is how patients distinguish and prefer compassion. Although patients appreciated empathy, they also noted a number of limitations, namely, that it is not linked to action, is conditional, and does not involve supererogatory acts. These results are consistent with neuroplasticity research that reported that empathy activates neural networks that are isomorphic (mirroring) to the emotional state of the sufferer. 22 As a result, the authors postulate that empathy has a potential dark side, whereby it can be used to find a weakness to make a person suffer or can cause empathetic distress and burnout on the part of the caregiver. 42, 51 While participants in our study did not identify an adverse effect of empathy, they did note some provocative differences related to the role of emotional resonance in each of these constructs. In contrast to empathy where emotional resonance seemed to function as an end point, in relation to compassion, emotional resonance was coupled with an intention to transform suffering, requiring the responder to move from "feeling with" (empathy) to "feeling for" the patient-a distinguishing feature of compassion identified by others. Finally, in terms of study limitations, as this was a qualitative study, generalizability is limited, and as 72% of our sample had at least some university education, this may have resulted in an overly intellectualized understanding of these three constructs. 52 
Conclusion
This study reports on palliative cancer patients' experiences of sympathy, empathy, and compassion, including differences and their preferences between them. While these three constructs tend to be used interchangeably within the healthcare literature, there are marked differences according to the individuals who are the main recipients of these care constructs-patients. In contrast to sympathy, patients reported both empathy and compassion as having a positive effect on their care experiences, allowing them to feel heard, understood, and validated. In addition to these patient outcomes, compassion was distinguished by its orientation toward action, its foundation in unconditional love, its expression through small supererogatory acts, and the altruistic role that compassionate carers played in this process. Deconstructing these terms can inform future research comparing these three constructs on patient quality of life, family member grief, and healthcare provider job satisfaction. Additionally, it provides a conceptual framework for the development of targeted educational interventions that acknowledge individual variance in expressions (trainees) and receptivity (patients) of compassion. 53 Ultimately, this research can inform evidence-based clinical practice to enhance this vital, but previously ill-defined dimension of healthcare.
